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ABSTRACT 
 
Infant and childhood nutrition is critical to child health and development, and 
inappropriate feeding practices are a threat to this. An important measure to reduce 
child mortality is providing adequate nutrition and exclusive breastfeeding (EBF). 
Maternal education on appropriate infant feeding practices forms an integral part of 
promoting child health.   
 
Aim: This study is aimed at determining feeding practices of women who deliver at 
Chris Hani Baragwanath Academic Hospital, and understanding factors that influence 
maternal intended infant feeding practices.  
 
Methods: This was a prospective co-hort study conducted between 17 April 2015 and 6 
May 2015, using structured questionnaires and information obtained from antenatal 
records. 
 
Results: A total of 132 participants were recruited, and 124 (93.94%) were reached for 
a follow up telephonic interview - with 8 participants (6.06%) lost to follow up. A majority 
of participants (n=86; 69.36%) were still exclusively breastfeeding their babies at 6 
weeks follow up. Patient factors that were associated with EBF were unemployment 
(n=67; 75.28%) and parity (n=62; 78.48%) - p value< 0.05. An HIV positive status was 
associated with a greater percentage of mothers who were formula feeding at 6 weeks 
(15/19; 78.95%) - p value<0.05. The intention to EBF also positively correlated with 
actual EBF at six weeks (69/86; 80.23%) – p value <0.001. Other variables which were 
associated with EBF included the knowledge that breast milk provided sufficient 
nutrition for the baby until 6 months of life (p value = 0.05); as well as maternal comfort 
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to breastfeed in the presence of a family member (p value = 0.015). A total of 19 
participants (15.32%) had introduced supplementary foods, in addition to breast milk, by 
6 weeks. The most common supplementary food source introduced was formula (n=13; 
68.42%). 
 
Conclusion: Although the participants in this study were very knowledgeable in infant 
benefits of exclusive breastfeeding, some still chose inappropriate feeding choices. 
There is a need for more education with emphasis on EBF and a drive towards more 
appropriate infant feeding methods. 
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ABBREVIATIONS 
 
 AIDS = Acquired Immune Deficiency Syndrome 
 AFASS = Acceptable, Feasible, Affordable, Sustainable, and Safe 
 ART = Anti-retroviral Treatment 
 BF = Breastfeeding 
 BFHI = Baby Friendly Hospital Initiative 
 CHBAH = Chris Hani Baragwanath Academic Hospital 
 EBF = Exclusive Breast feeding  
 HIV = Human immunodeficiency virus 
 MDG = Millennium Development Goals 
 MOU = Midwife Operated Unit 
 PMTCT = Prevention of Mother to Child Transmission 
 SA = South Africa 
 DoH = Department of Health 
 SADHS = South African Demographic Health Survey 
 SD = Standard Deviation 
 UNICEF = United Nations Children’s Fund 
 WHO = World Health Organization  
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DEFINITIONS 
 
 Breastfeeding     Giving baby breast milk. 
 
 Exclusive Breastfeeding  Giving baby only breast milk as a source of nutrition, 
with prescribed medication (which includes oral 
rehydration solution and vitamins) as required. 
 
 Formula feeding   Giving baby commercial formula milk as the main  
source of nutrition. 
 
 Mixed feeding  Giving baby other nutritive liquids and/or food stuff   
 together with breast milk. 
 
 Complementary feeding The process of introducing non-milk foods, or nutritive 
liquids at a time when breast milk alone, or infant   
formula alone, no longer is sufficient to meet the 
nutritional requirements of the baby. 
 
 Supplementary feeds            Any additional food stuff given prior to 6 months of 
      age. 
 
 Health care worker           A person who provides health care in a systematic 
way   
 professionally to any individual in need of health care    
 service. 
 
 Nutritive liquids                        Includes liquids that contribute to the baby’s energy  
  intake, e.g. Formula milk, animal milk, tea with sugar   
 or milk, juice, etc. 
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 Partial breastfeeding            Giving baby breast milk and non-nutritive as well as  
           nutritive liquids and/or food. 
 
 Predominant breastfeeding      The baby’s predominant source of nourishment is  
 breast milk; however, the baby also receives liquids   
(such as water, juice, etc.), traditional medication, etc. 
 
 Replacement feeding            Feeding baby who does not receive breast milk a diet  
 that provides all the nutrients the baby needs until   
 he/she is on a full family diet. During the first 6           
 months, a suitable breast milk substitute is formula    
 milk. 
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1.1 GENERAL INTRODUCTION 
 
The causes of morbidity and mortality of children under the age of 5 are multifactorial, 
and often relate to poor nutritional status1, 2. Early infant feeding practices are important 
in supporting child health, since nutrition plays a critical role in the health, growth and 
development of children. Over half of the childhood deaths can be prevented through 
simple affordable interventions. Breastfeeding remains an important means to reducing 
child morbidity and mortality in resource poor countries1.  
 
Human milk is constituted to provide adequate infant nutrition for the first 6 months of 
life3. Evidence has shown that the promotion of breastfeeding, particularly exclusive 
breastfeeding (EBF) in the first 6 months of life, can improve childhood nutrition and 
thus reduce child mortality4. In recognizing this fact, the World Health Organization 
(WHO) adopted the international code of marketing of breast milk substitutes in 1981. 
This led to the Baby-friendly Hospital Initiative (BFHI), giving birth to the 10 steps of 
successful breastfeeding. With this, came a recommendation made by the WHO and 
United Children’s Fund (UNICEF) that all infants should be breastfed exclusively for the 
first 6 months of life, followed by introduction of nutritionally adequate and safe 
complimentary foods at 6 months and sustained breastfeeding for up to 2 years5.  
 
This was high-lighted in 2000, when 189 countries adopted the Millennium Declaration 
that was translated into the Millennium Development Goals, of which goal 4 was to 
reduce child mortality6. This prompted the publishing of an infant and young child 
feeding policy by the South African (SA) Department of Health (DoH) in 2007, which 
echoed the recommendations made by the WHO7. The DoH has made further great 
strides in recognizing the importance of mother and child health issues by improving 
access to free antenatal care, free healthcare for all children under the age of 6 years 
and introducing antiretroviral therapy (ART) for prevention of mother-to-child 
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transmission (PMTCT). These have been excellent strategies to improve women and 
child health and survival.  
 
In developing SA, the battle lies in improving EBF rates and introducing the right 
complementary foods at the appropriate times. The country’s infant feeding practices 
are suboptimal, with breastfeeding rates, particularly EBF, remaining low8, 9. The South 
African Demographic Health Survey (SADHS) of 2003 reported that only 11.2% of 
babies under 2 months of age were being exclusively breastfed10. This was the last 
national survey published by the South African Department of Health. Furthermore, a 
UNICEF State of the World’s Children’s report indicated that SA has one of the lowest 
EBF rates in the world, with 8% of infants being exclusively breastfed at 6 months11. In 
order to improve on infant feeding practices, we need to bridge the gap between the 
national infant feeding policy and actual feeding practices. Antenatal care (ANC) affords 
an opportunity for appropriate infant feeding education. This study will therefore explore 
infant feeding patterns of mothers who delivered at Chris Hani Baragwanath Academic 
Hospital (CHBAH), and identify factors that inform maternal infant feeding practices, in 
order to implement positive change in the breastfeeding rate.  
 
A literature review was conducted, with focus on the infant feeding practices of mothers 
and the factors that influence these practices. The following questions are examined: 
 What are the benefits of breastfeeding? 
 What are the current recommended infant feeding practices? 
 What are the current infant feeding practices? 
 Who are the key role players in providing infant feeding information and support? 
 What are the factors affecting maternal decision on infant feeding practice? 
 
 
  
4 | P a g e  
 
1.2 LITERATURE REVIEW 
 
1.2.1 Benefits of Breastfeeding 
 
Breastfeeding has long been recognized as an optimal method of infant feeding, owing 
to its nutritional benefits that contribute to promoting infant growth, immunity and 
cognitive development12, 13. Child health benefits attributed to breast milk include 
protection against infections such as infective diarrhea, respiratory infections, otitis 
media, and necrotizing enterocolitis14. Breastfeeding alone is estimated to prevent 13% 
of under-five child deaths in low and middle income countries across the world15. It is a 
primary strategy used to improve child survival worldwide16. Therefore, the promotion of 
EBF for the first 6 months of life is estimated to be the most effective measure to 
improve child health in these low income settings. This is as a result of the presence of 
maternal antibodies and macrophages contained in colostrum and breast milk.  Early 
initiation of breastfeeding in the first day of life reduces the risk of child mortality, and is 
associated with increased breastfeeding success and the establishment of milk 
production17, 18. Early introduction of liquids and food increases the risk of infectious 
diseases, growth retardation and under-nutrition19, 20. In addition, the absence of 
breastfeeding carries the highest risk for pneumonia and diarrhea1, and the added cost 
burden of introducing formula and other foods to an infant’s diet can be heavy. 
Therefore, there is no advantage to introducing food before 6 months in low socio-
economic communities, since breast milk ensures optimal and sufficient nutrition. 
 
Breastfed infants are less likely to develop allergic conditions, childhood diabetes 
mellitus and obesity, and there is a lower incidence of sudden infant death syndrome 
amongst breastfed infants14, 15. In addition, breast milk is easily digested and efficiently 
used by the gut, and thus breastfed infants are less likely to develop colic and digestive 
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problems. Other long term advantages of breastfeeding include stronger intellectual 
development and lower risk of cancer19. 
 Maternal benefits of breastfeeding include a reduced risk of post-partum hemorrhage, 
reduced incidence of the development of type 2 diabetes mellitus and breast cancer14. 
The prolonged amenorrhea induced by prolonged breastfeeding may provide a method 
of contraception by inhibiting ovulation. It is also economically sensible to breast feed 
since breast milk is readily and freely available, needing no preparation 
 
1.2.2 International infant feeding recommendations for HIV negative mothers 
 
The WHO describes the optimal infant feeding practice as initiating breastfeeding within 
the first hour of life followed by EBF for the first 6 months of life, with the introduction of 
appropriate and adequate complementary food at 6 months and continued 
breastfeeding on demand  up to 2 years21. During periods when the infant is unable to 
feed from the mother’s breast, it is recommended that the baby be given breast milk by 
means of an infant feeding tube or a cup, rather than a bottle with an artificial nipple, to 
avoid nipple confusion.  Recognized breastfeeding practices are categorized into 3: 
1. Exclusive breastfeeding – the infant receives only breast milk and prescribed 
medication (which includes oral rehydration solution). 
2. Predominant Breastfeeding – the infant receives other liquids such as water, 
water-based drinks and traditional fluids in addition to breast milk. 
3. Partial breastfeeding – the infant receives other liquids, non-human milk and food 
in addition to breast milk. 
 
1.2.3 Infant feeding in the context of HIV 
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HIV mother to child transmission can occur at any time during pregnancy, during labor, 
or during breastfeeding. The national perinatal mother-to-child HIV transmission rate at 
6 weeks post-partum is estimated at 3.5%22. An infant is at risk of HIV transmission for 
the entire duration of breastfeeding. The risk of infection depends on many factors. 
Maternal factors associated with high risk of HIV transmission include a high maternal 
viral load, recent maternal infection, advanced HIV disease, a low maternal CD4 count, 
mastitis and breast abscesses. Infant factors include oral thrush and damage to the 
intestinal mucosa related to early introduction of fluids and food23. Thus mixed feeding 
during the first 6 months of life increases infant exposure to HIV through a compromised 
gut mucosal integrity. The WHO recognized this, and recommended that all HIV 
infected mothers exclusively breastfeed for the first 6 months of life,  with introduction of 
complementary food at 6 months and continued breastfeeding beyond this if adequate 
replacement feeding is not possible24. All breastfeeding should be stopped once a 
nutritionally adequate and safe diet without breast milk can be provided. The 
emergence of evidence that initiation of ART in pregnant women provided added 
protection against mother-to-child transmission, made this recommendation feasible in 
reducing infant infection, particularly in low income settings. Evidence showed that early 
and appropriate ART combined with EBF for the first 6 months of life decreased the 
postnatal risk for transmission to 1%, by suppressing maternal viral load to undetectable 
levels24.  The recommendation made by the WHO was then revised in 2009 to include 
the provision of lifelong ART to pregnant women, and antiretroviral prophylaxis to all 
breastfed infants. 
 
Replacement feeding involves providing an infant, who is not receiving breast milk, with 
a diet that provides all the nutrients required for growth and development – usually a 
breast milk substitute such as commercial formula. The WHO recommends replacement 
feeding as an alternative option for mothers known to be HIV infected, provided they 
meet the criteria for the AFASS principles24. The AFASS principles require that the 
mother/family: 
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a) Accept not to breastfeed and thus use exclusive replacement feeding through 
breast milk substitutes, 
b) Consider  the breast milk substitute feasible given the extended 
family/community but also nature of work and lifestyle of the mother/family, 
c) Can afford to supply enough breast milk substitute feeds for the duration the 
infant needs for normal growth and development, 
d) Can sustain the supply of the breast milk substitute, and 
e) Will maintain safe conditions for the feeds, e.g. access to safe water and 
sanitation.   
 
The decision to replacement feed should therefore be made with consultation of the 
patient as well as close family members who will be involved in caring for the infant. 
There has been no universally accepted screening tool for the AFASS criteria so far, but 
recommended key questions can be used (see Table 1.1)25. According to this 
adaptation recommended by an international organization for mother and child health, 
all criteria in the replacement feeding column need to be met in order to provide 
adequate replacement feeding according to the AFASS criteria.  
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Table 1.1: Recommended key questions for assessment of AFASS criteria25 
Question Mothers who should be 
exclusively Breastfeeding 
Mothers who can Replacement 
feed 
Where do you get your drinking 
water? 
River, stream, pond or well Piped water at home or can buy 
clean water 
What kind of toilet/latrine do you 
have? 
None or pit latrine Waterborne latrine or flush toilet 
How much money can you afford 
for formula each month? 
Amount can be calculated based 
on local costs 
Less than minimum required 
amount available for formula each 
month 
Minimum amount required for 
formula each month 
Do you have a refrigerator with 
reliable power? 
No, or irregular power supply Yes 
Can you prepare each feed with 
boiled water and clean utensils? 
No Yes 
How would you arrange night 
feeds? 
Preparation of night feeds difficult Preparation of night feeds possible 
Does your family know you are 
HIV positive? 
No Yes 
Is your family supportive of milk 
feeding and are they willing to 
help? 
No or I don’t know Yes 
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1.2.4 South African National Policy 
 
The Department of Health (DoH) adopted these recommendations into the National 
Infant and Young Child Policy as well as the Prevention of Mother-to-Child 
Transmission (PMTCT) guidelines. The current infant feeding policy strongly 
recommends EBF for the first 6 months of life, with introduction of safe and 
complementary food at 6 months for both HIV infected and non-infected mothers26. 
Continued breastfeeding is recommended for 2 years or longer for HIV negative 
mothers; and 12 months for HIV infected mothers. The current national PMTCT 
guideline provides lifelong ART to all pregnant and lactating mothers, and antiretroviral 
prophylaxis to all HIV exposed infants for the first 6 – 12 weeks of life, depending on 
maternal viral load and period of ART27. Replacement feeding is recommended only if 
the AFASS criteria is met, as above. 
 
1.2.5 Breastfeeding Practices 
 
Despite the well documented benefits of breastfeeding and the development of 
breastfeeding policies by the WHO as well as national government, breastfeeding rates 
in SA remain suboptimal and seem to be on the decline, particularly EBF. However, 
breastfeeding initiation is still common, with very high rates. The national breastfeeding 
initiation rates, as published in the only two SADHS reports show a decline in initiation 
rates between 1998 and 2003 – rates estimated to be 87% and 82% respectively10, 28. 
While the proportion of mothers who initiated breastfeeding remains relatively high, the 
reported number of babies that were never breastfed at all is still significant (20%) and 
needs improvement10. In smaller, regional studies conducted in Venda, Pretoria and 
Cape Town, the breastfeeding initiation rates were also high - 100%, 88.1% and 77% 
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respectively29, 30, 31. Compared to other developing countries, however, these 
breastfeeding initiation rates are still relatively low – the initiation rates in China and 
Nepal were reportedly 95.9% and 99.7%, respectively32, 33.  
 
EBF is rarely practiced in SA, and inappropriate introduction of supplementary and/or 
complementary foods at an early age seems to be a common practice 19, 29, 30, 34, 35, 36.  
Early cessation of breastfeeding seems to be common amongst both HIV negative and 
HIV positive women in SA37, and this seems to be a rule rather than the exception38. In 
1998, the SADHS reported that only 10% of infants were EBF up to 3 months and an 
even lower 6.8% of infants were EBF at 6 months28 - this increased to a dismal 8.3% by 
200310. A cross sectional study conducted in four provinces in SA revealed that only 
12% of infants were EBF at 6 months39. In a local study in Limpopo, EBF rates declined 
from 44% at 1 month postpartum, to 10% by 3 months postpartum20. In a multi country 
cross sectional study, dubbed the MAL-ED study, the proportion of babies in the South 
African site that were exclusively breastfed at 1 month dropped to 29.5%40. A UNICEF 
State of the World’s Children report attributed the low EBF rates in SA to the lack of 
understanding of the critical benefits of breastfeeding, compounded by fears of HIV 
transmission, among other factors11.  
 
Mixed feeding seems to be socially and culturally accepted, even in areas of high HIV 
prevalence8. Fluids and foods are introduced to infants as early as two to four weeks 
after birth20, 30. In a study conducted in Moretele district, North of Pretoria, mothers 
considered 3 months as an appropriate age for introduction of food30. The most 
common supplementary food introduced in urban areas is commercial infant cereal20, 30; 
and maize meal porridge is the major food introduced in rural and semi-rural areas20, 30. 
Both these food types are known to have little or no nutritional value to a growing infant. 
Even in the context of HIV/AIDS, HIV infected mothers still introduce water and food 
early in life41, 42, 43. In a study conducted in an HIV prevalent community in KwaZulu 
Natal, 76% of mothers practiced mixed feeding at 14 weeks postpartum38. This problem 
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is not unique to SA. A literature review of infant feeding practices in Japan revealed that 
it is common practice to introduce formula as early as 2 weeks if the baby does not gain 
weight adequately44. In a cross sectional study conducted in Tanzania using a 
questionnaire aimed at determining the knowledge on infant feeding practices among 
pregnant women, only 28.8% of the mothers were aware that breast milk was sufficient 
for development in the first 6 months of life, and only 31.3% thought 6 months was the 
appropriate age to start giving solids45. The rest of the pregnant women had the 
perception that babies need water after every feed and may require other 
supplementary feeds if express dissatisfaction. 
 
Replacement feeding is recommended by the WHO only if acceptable, feasible, 
affordable, sustainable and safe (AFASS criteria) to ensure safe feeding practices24. An 
assessment done by researchers in peri-urban and rural areas of SA, revealed that 
South African mothers make inappropriate feeding choices46. They revealed that 67.4% 
of women who intended to formula feed did not meet the AFASS criteria. Furthermore, 
HIV infected mothers who formula fed reported that they breastfed when there was a 
shortage of formula at the healthcare facilities43, 47. Some of these women also used 
their breast as pacifiers. In addition, over-dilution to save formula milk and reduce 
expenses seemed to be problem47. Poorly understood preparation instruction due to 
language barrier, illiteracy and/or innumeracy was also found to be a factor in over-
dilution of formula feeds48. Poor access to basic water and sanitation in resource poor 
areas also raises concern. 
 
1.2.6 Role players in providing infant feeding information and support 
 
Although maternal infant feeding choices are largely self-determined8, the role of 
external factors, in particular, influence from health care providers, family members and 
peer groups cannot be ignored. There is no doubt that health care can exert a direct 
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impact on infant feeding choices. The important role of the health care provider has 
been highlighted by many research projects. Many studies have shown that counselling 
from a health care provider about the benefits of breastfeeding can influence maternal 
infant feeding choices. Most women, particularly parous women, make their infant 
feeding choices during the antenatal period. Women who receive personalized 
information about breast milk from the health care provider are more likely to initiate 
breastfeeding or milk expression than those who do not receive this information49. 
Breastfeeding promotional activities should thus be initiated as early as possible in the 
antenatal period50. The intervention of the BFHI program succeeded in encouraging 
exclusive and prolonged breastfeeding51, and continued breastfeeding support by a 
health care worker is necessary even in the postnatal period. A study conducted in rural 
KwaZulu Natal, SA, which explored the breastfeeding knowledge among health care 
workers showed that there are some gaps in provider understanding of breastfeeding 
and HIV mother to child transmission52. This probably is a contributing factor to our 
country’s suboptimal breastfeeding rates, and highlights the need for further training and 
development programs for healthcare providers in that area.  
 
The utilization of influential role players in communities has also shown to have a 
positive impact on the promotion of breastfeeding. Furthermore, it is well documented 
that women who receive positive encouragement to breastfeed from their partner, their 
own mother or a close family relative are more likely to breastfeed. In a cross-sectional 
study of women attending antenatal care done by Humphreys et al, the intention to 
breastfeed was positively related to social support of breastfeeding. In this study, the 
key role players that had a positive impact on breastfeeding were family members, the 
baby’s father and lactation consultant53. In another randomized control study done in 
Bangladesh, the authors made a recommendation that peer counsellors be incorporated 
in mother and child health programs in developing countries, after their study showed 
that peer counsellors could effectively increase initiation and duration of EBF for the first 
5 months of life54. 
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1.2.7 Factors affecting maternal decision on infant feeding practice 
 
The effect of a variety of patient related factors on breastfeeding have been explored, 
namely age, parity, employment, ante natal class attendance, attitudes and knowledge 
about the benefits of breastfeeding, and previous breastfeeding experience. There is 
agreement in the literature that early decision on breastfeeding allows the mother 
psychological and physical preparation, and thus brings a positive outcome after birth45. 
A study conducted by Hoyer and Pokorn (1998) showed that the time of decision to 
breastfeed was important to determine the duration of breastfeeding, and that the 
intention to breastfeed was a good predictor of prolonged breastfeeding55.The maternal 
intention to breastfeed has been identified as the single most independent positive 
indicator for breastfeeding initiation and duration in many other studies since then26, 56. 
Furthermore, maternal intention to breastfeed is influenced by other factors such as 
maternal knowledge about the benefits of breastfeeding and their attitude about 
breastfeeding in public57. The literature has shown that maternal knowledge about infant 
health benefits, attitude towards breastfeeding, as well as maternal comfort with 
breastfeeding in social setting is directly related to intention to breastfeed58, 59.  These 
factors are important contributors to the intention to breastfeed. Women who are 
strongly motivated to breastfeed, are more likely to succeed than women with low 
breastfeeding expectations60. 
 
Another maternal factor that has been proven to positively correlate with breastfeeding 
intention is previous breastfeeding experience among parous women. Women that had 
previously successfully exclusively breastfed their other children are more likely to 
intend to exclusively breastfeed their current baby53. In addition, the MAL-ED study 
showed primi-parity to be a risk factor for moving to partial or no breastfeeding40. 
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Sociodemographic factors that have been positively linked to breast feeding are an 
older age and a higher level of education61, 62. However, other studies have shown that 
demographic factors such as age and maternal level of education play no significant 
role in breastfeeding initiation or duration. Data from a cohort study conducted by Scott 
el al, presented in two studies, found no association between maternal age, ethnic 
background or marital status, and the initiation or duration of breastfeeding56, 63. In 
addition, they found a negative association between early return to work and 
breastfeeding duration. The authors went on to suggest that generous maternity leave 
provisions in the form of paid leave may enable women to breastfeed for longer 
4periods. 
 
1.2.8 Conclusion 
 
It would seem that even with international intervention strategies to encourage 
breastfeeding, a high percentage of women still opt for alternative feeding practices, in 
particular, mixed feeding with the early introduction of semi-solid foods in low income 
settings. South Africa, in particular, struggles with high rates of poverty and 
unemployment. Encouragement of breastfeeding can serve as a beneficial strategy to 
improve household food and economic security. Little is known about breastfeeding 
knowledge and practices in a more urbanized population, such as Soweto, in SA. This 
study is aimed at determining infant feeding practices in this urban area, and 
understanding the factors that hamper breastfeeding among women in this area.  
 
1.3 PURPOSE OF STUDY 
 
In a literature search, few studies are aimed at understanding women’s interpretation of 
the recommended infant feeding practices, in particular, recommended breastfeeding 
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practices in an urban population of South Africa. This study may assist in understanding 
the factors that influence infant feeding choices of women in an urbanized setting of 
South Africa, and will serve as feedback to the health care system regarding channels 
used to drive the message contained within the national infant feeding policy. Also, it 
may highlight challenges faced by women in an urban population when it comes to 
decision making regarding infant feeding practices. 
 
1.4 OBJECTIVES 
 
1.4.1 Primary objectives 
 
 To describe maternal infant feeding practices in the first 6 weeks of life 
 To assess maternal knowledge of the benefits of BF immediately post-partum 
 To investigate primary source of influence in decision making regarding infant 
feeding  
 
1.4.2 Secondary objectives 
 
 To assess women’s knowledge of the South African BF Guidelines 
 To identify factors that inform maternal decision on the intended infant feeding 
practices 
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CHAPTER TWO: 
METHODS 
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2.1 STUDY DESIGN 
 
This is a prospective cohort study of a sample of women who had delivered at Chris 
Hani Baragwanath Academic Hospital (CHBAH) in the period from 17 April till 6 May 
2015. This was a convenience sample where women were approached in the post natal 
wards of the hospital on the days of interview, and were provided with an explanation of 
the study as well as a patient information sheet (see Appendix C). Willing mothers were 
then given a consent form to sign upon agreeing to participate in the study, based on 
the understanding of the information provided (see Appendix D). 
 
The research focused on collecting information from mothers on their infant feeding 
practices in the first 6 weeks of life in the form of a survey. An interview was conducted 
by the researcher and records from mother’s antenatal attendance were used to collect 
the data in the first phase of the study. The second phase of the study took the form of a 
follow up telephonic interview at 6 weeks post-partum. The questionnaires used were 
formulated by the researcher, and included some open ended questions. The questions 
were based on literature obtained, as well as consultations with other health workers 
involved in maternal and child care. The questionnaire was directly translated into the 
mothers preferred language by a single researcher, who is able to converse in 5 out of 
the 11 official languages – which covered the main languages spoken by the local 
community. 
 
This study design was selected because it offers the advantage of measuring desired 
outcomes from the selected participants, in this case determining influences on infant 
feeding practices of mothers at 6 weeks. Quantitative and qualitative assessment 
methods were use to describe outcomes. A themetic method of analysis was used to 
analyze open ended questions. 
  
18 | P a g e  
 
2.2 STUDY SITE 
 
The study was conducted in the postnatal wards of CHBAH, a tertiary care institution in 
Soweto, South Africa. Soweto is an urban area south of the city of Johannesburg, which 
holds a rich political history of the country; and is home currently to 40% of 
Johannesburg residents. The 2008 census put the population of Soweto at 1.3 million. 
Its population is predominantly black, with all 11 of the country’s official languages 
spoken by residents – the main linguistic groups being IsiZulu, Sesotho, Venda and 
Tsonga.  
 
The maternity unit of the CHBAH is the largest maternity unit in SA, with 300 maternity 
beds and just over 22 000 babies delivered a year. The unit receives referrals from 56 
local primary health care clinics and 6 local district and regional hospitals for secondary 
and tertiary care. It also receives referrals from hospitals in other provinces, such as 
Klerksdorp Hospital in the North West province.   
 
2.3 STUDY POPULATION 
 
The study population is made up of patients who delivered at CHBAH during the period 
17 April – 6 May 2015. These participants were approached between day 1-6 post-
delivery, with no discrimination on method of delivery. Eligibility was determined upon 
an inclusion and exclusion criteria. 
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2.3.1 Inclusion criteria: 
 
 Mothers 18 years and above 
 Mothers who were well enough to be with their babies from birth 
 Mothers who had delivered singletons no less than late preterm (>356 gestation), 
with baby’s weight 2500g and above 
 Mothers who gave birth to normal babies, with Apgar’s no less than 7 at 5 
minutes and no neonatal ICU admission 
 
2.3.2 Exclusion criteria applied: 
 
 Mothers who had a baby with a congenital anomaly 
 Mothers with severe morbidity - including prolonged high care admission, 
intensive care unit admission, or intubated post-delivery, with a condition that 
precludes BF 
 Multiple pregnancies 
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2.4 SAMPLING STRATEGY 
 
2.4.1 Sample size: 
 
This was a descriptive study and a sample size calculation was not necessary. A total of 
132 mothers were interviewed in the initial phase of the study; and 124 women were 
reached for follow up. 
 
2.4.2 Sampling method: 
 
This was a convenience sample, with participants recruited from the post natal wards of 
CHBAH. Patients in the ward were given an information sheet with details of the study, 
and all questioned raised were answered by the researcher. Eligibility of interested 
participants was then assessed using the exclusion and inclusion criteria, and eligible 
participants were given a consent form that states that they fully understand the terms 
of the study (see Appendix C).  
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2.5 DATA COLLECTION 
 
2.5.1 Data collection: 
 
All the data was collected by the primary researcher. Each participant was given a 
choice on preferred language of communication, and the questionnaire or parts thereof 
were translated in the mother’s preferred language in order to facilitate understanding. 
 
2.5.2 Data collection tools: 
 
Data collection took the form of a researcher administered questionnaire in 2 phases. 
The initial phase took place in the form of a face to face interview between the 
participant and researcher, where a questionnaire was filled with the help of some 
information obtained from the mother’s antenatal records (see Appendix A). The 
interview was conducted at the patient’s bedside in the post natal wards of CHBAH. 
This questionnaire consisted of 7 parts: 
1. Participant demographic data 
2. Participant antenatal data (retrieved from antenatal records) 
3. Participant delivery details 
4. Participant intended infant feeding method 
5. Questionnaire on participant knowledge about the benefits of breastfeeding 
6. Questionnaire on participant comfort with breast feeding 
7. Participant source of information regarding infant feeding practices 
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The second phase took place in the form of a follow up telephonic administered 
questionnaire 6 weeks later to assess actual infant feeding practices at that time (see 
Appendix B). This questionnaire focused on details around actual feeding practices of 
participants at 6 weeks.  
 
2.6 QUALITY CONTROL 
 
Literature was extensively searched before the questionnaires were formulated, and this 
was checked in consultation with health professionals with knowledge, understanding 
and experience infant feeding practices. A pilot study was then conducted, and the 
questionnaire was administered to 10 patients in the same wards to assess clarity of 
questions. Changes to the questionnaires were made based on level of satisfaction until 
no further changes were needed. The participants of the pilot study were not included in 
this study. 
 
Only one data collector was used, and translation of the questionnaire into participants 
preferred language of communication was done by a single person. 
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2.7 DATA ANALYSIS 
 
2.7.1 Data management and capturing: 
 
After administration of the questionnaire, the researcher captured the data with 
Microsoft Excel®, and this was exported to STATA version 11 (StataCorp®, College 
Station, TX, USA) for analysis.  
 
2.7.2 Statistical analysis of data: 
 
Analysis was done using the program STATA version 11.0 from StataCorp®. 
Categorical variables were described using frequencies and percentages, and 
presented in frequency tables. Continuous variables were described using medians 
(with interquartile ranges) or means (with standard deviations). The age of the 
participants was categorized by 5 year interval. 
 
The relationship between continuous responses was determined using the Mann 
Whitney test. The comparisons of categorical variables was investigated, and statistical 
significance was calculated using the Fisher exact test. A p-value of p< 0.05 
represented statistical significance in hypothesis testing, and 95% confidence interval 
was used to describe the estimation of unknown parameters. The Fisher’s exact test 
was used because of the small sample size. 
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2.8 ETHICAL CONSIDERATIONS 
 
2.8.1 Ethical review committee: 
 
This study was done with the approval of the Human Research Ethics Committee at the 
University of Witwatersrand (ref M140394). Since the study involved patients and 
patient records that were the property of the CHBAH, approval from the hospital CEO 
and the Head of Department of Obstetrics and Gynecology at the hospital was also 
obtained prior to the study (see Appendices F and G).  
  
2.8.2 Informed consent: 
 
Participation in the study was completely voluntary, and consent was obtained from the 
patients before the initial interview. Participants were allowed to withdraw from the study 
process at any time, without any repercussions. The patients recruited were provided 
with information sheets and clarity was provided by the researcher when questions were 
raised. Interested participants were then provided with a consent form, which was also 
explained to participants. Sufficient time was provided for reading the consent form 
before signing it. All participants were able to read basic English vocabulary and write. 
The patients were not allowed to participate in the study if consent was refused, and no 
data was collected before a participant signed the consent form. 
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2.8.3 Participant confidentiality: 
 
In order to maintain confidentiality, the interview was conducted at the participant’s 
bedside with curtain barriers around it. Furthermore, each participant was allocated a 
study number, and the questionnaire sheet only reflected the study number and data 
pertaining to the study, to maintain anonymity. The participant’s personal identity and 
contact details were written on a separate form, and are known only by the primary 
researcher. 
 
2.9 FUNDING 
 
The costs that were incurred in the study were that of stationary, data collection 
(particularly telephone calls) and data capturing. All costs were borne by the primary 
researcher. 
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CHAPTER THREE: 
RESULTS
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A total of 132 participants were recruited for the study and 124 (93.94%) were reached 
for a follow up interview, with 8 participants (6.06%) lost to follow up (see Figure 3.1).  
The main reason for loss to follow up was because an incorrect contact number was 
provided for 5 out of the 8 participants. One participant provided a non-existing 
telephone number, and 2 had to be excluded from follow up because their babies had 
died at home in the first month of life. These mothers were offered grief counseling by 
the Department of Psychology at CHBAH. The total sample (n=132) will be described, 
and feeding patterns and type of feeds at 6weeks will be described for 124 participants. 
 
 
 
 
Figure 3.1: A sample overview 
  
3.1 DEMOGRAPHIC DATA  
 
The overall demographic data for the participants is shown in Table 3.1. The ages of the 
participants ranged between 18-42 years, with a mean age of 27 years (SD±5.92 
years). Fifty participants (37.88%) stated the English language as their preferred 
language of communication. The remainder preferred to communicate in isiZulu 23.48% 
(n=31), Sotho (includes South Sotho, SePedi and Setswana) 21.97% (n=29), Xhosa 
At first interview
n=132
Telephonical follow up 
interview
n=124 (93.94%)
Lost to follow up 
n=8 (6.06%)
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6.82% (n=9), Tsonga 3.03% (n=4) and other (Venda and Shona) 3.03% (n=4); while 
3.79% (n=5) did not have any particular language preference. 
 
Nine participants (6.82%) stated that they had used psychoactive substances during 
pregnancy. Only 1 participant (0.76%) used recreational drugs in this pregnancy. The 
proportion of participants who had attained some level of high school education (i.e. 
Grade 9 – 12) was 71.21% (n=94), and 18.18% (n=24) participants had some level of 
tertiary education – this includes those who were attending or graduated from a 
university, college, or institute of higher learning. Thirteen (9.85%) participants had 
attained an education level below grade 8, and only 1 (0.76%) participant did not 
received any formal education. 
 
This population sample had an unemployment rate of 71.21% (n=94); with 31 (23.48%) 
participants employed either full-time or part-time, and 7 (5.30%) participants were still 
students (high-school and tertiary institution attendees). Of the group of participants 
who were either employed or students (n=38), 4 (10%) planned to return to work or 
school within the next month after delivery – more than half of these were students 
returning to school (3 out of 4). Only one mother was unsure of when she will return to 
school. 
 
Ninety-three participants (70.45%)) listed their accommodation type as formal, with 
access to piped water and ablution facilities, 34 (25.76%) were living in informal 
settlements, and 5 (3.79%) were living in a hostel. 
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Table3.1: Demographic data 
 
*Sotho: includes South Sotho, sePedi and Setswana 
**Other: Venda and Shona 
 
Variable Frequency (n=132) Percentage (%) 
 Age Groups   
18-22 years 34 25.76% 
23-27years 39 29.55% 
28-32 years 33 25.00% 
33-37 years 17 12.88% 
38-42 years 9 6.81% 
 Ethnicity   
Black 131 99.24% 
Colored 1 0.76% 
 Language Preference   
English 50 37.88% 
IsiZulu 31 23.48% 
Sotho* 29 21.97% 
Xhosa 9 6.82% 
Tsonga 4 3.03% 
Other** 4 3.03% 
Not specified 5 3.79% 
 Social Habits   
Cigarettes 4 3.03% 
Alcohol 4 3.03% 
Cigarettes and recreational drugs 1 0.76% 
 Employment status   
Employed 31 23.48% 
Student  7 5.30% 
Unemployed 94 71.21% 
 Accommodation   
Formal 93 70.45% 
Informal settlement 34 25.76% 
Hostel 5 3.79% 
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Ninety three (70.45%) participants had given birth by vaginal delivery and 39 (29.55%) 
had a caesarean birth. The proportion of women who had caesarean sections was 
lower than the overall caesarean section rate of the institution (approximately 38%) 
because of the exclusion criteria of this study – i.e. high risk women that were ill at 
delivery, who make up a greater proportion of women who have caesarean sections. 
The HIV status of all the participants was known, and a majority of them were HIV 
negative (n=94; 71.21%), with 38 (28.79%) having tested HIV positive. The age group 
distribution of the HIV status of the participants is shown in Table 3.2. The majority who 
tested HIV positive belonged to the age group 33-37 years (70.59% of HIV infected 
mothers belonged in this age group).  
 
Table 3.2: Age Distribution of HIV status 
 
 
 
 
 
 
3.2 ANTENATAL CARE DATA  
 
Most of the participants had attended antenatal care (n=127; 96.21%), as shown in 
Table 3.3. In the group of participants that were booked, 97 (76.38%) had received 
antenatal care at a midwife obstetric unit (MOU), 10 (7.87%) at a secondary/ tertiary 
government health care facility, and 19 (14.96%) received mixed antenatal care – 
attending at both an MOU as well as secondary/tertiary health care facility. The mean 
Age HIV negative n94 (%) HIV positive n38 (%) 
   
18-22 years 30 (31.91%) 4 (10.53%) 
23-27 years 29 (30.85%) 10 (26.32%) 
28-32 years  22 (23.40%) 11 (28.95%) 
33-37 years 5 (5.32%) 12 (31.58%) 
38-42 years 8 (8.51%) 1 (2.63%) 
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number of antenatal visits for this group of women was 5.14 (SD±2.07), with number of 
visits ranging between 2 and 12.  
 
One hundred and fifteen (90.55%) of the participants who had attended antenatal care 
received infant feeding education, and 12 (9.45%) did not receive any information on 
infant feeding practices at antenatal visits. This information was based on patients 
recollection of antenatal information received. Those who recalled having received 
antenatal infant feeding education, received it in the form of group counselling sessions 
(n=80, 69.56%), individual counselling (n=22; 19.13%), pamphlets (n=2; 1.74%), mixed 
group counselling and pamphlets (n=9; 7.83%), and mixed individual and group 
counselling (n=2; 1.74%) - as seen in Table 3. A total of 47 (35.61%) of the participants 
were first time mothers, with 85 (64.39%) having had at least one previous term birth.  
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Table 3.3.: A description of antenatal factors 
Variable Frequency Percentage (%) 
 Antenatal care attended 
n=132 
 
Yes 127 96.21% 
No 5 3.79% 
  Type of antenatal care 
attended n=127 
 
Midwife Obstetric Unit (MOU) 97 76.38% 
Secondary/Tertiary Health care Facility 10 7.87% 
Private General Practitioner 1 0.79% 
Mixed: MOU and Secondary/Tertiary care facility    19   14.96% 
  Infant feeding education 
received at antenatal 
care visits n=132 
 
Yes 115 90.55% 
No 12 9.45% 
 Method of infant feeding 
education received 
n=115 
 
Group counseling 80 69.56% 
Individual counseling 22 19.93% 
Pamphlets 2 1.74% 
Mixed group counseling and pamphlets 9 7.83% 
Mixed group counseling and individual counseling 2 1.74% 
 
  
  
33 | P a g e  
 
3.3 INTENDED INFANT FEEDING PRACTICES  
 
Table 3.4 shows the intended feeding practices of the participants post-delivery. Most 
participants (113, 85.61%) had initiated breastfeeding. Ninety one (68.94%) of the 
participants had the intention to exclusively breastfeed; and of these, 65 (71.43%) had 
the intention to do so for 6 months – representing 49.24% of the study population. One 
participant intended to predominantly breastfeed her baby, with early introduction of 
water. Of those participants that had the intention to breastfeed (n=113), majority (n=34; 
30.10%) intended to breastfeed for 6 to 12 months. Only 27 (23.89%) participants 
intended to continue breastfeeding for longer than 12 months. A total of 19 participants 
(14.39%) intended to exclusively formula feed their baby. Majority of these were HIV 
positive (17 out of 19 mothers, 89.47%). 
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Table 3.4: Intended infant feeding practices 
Variable Frequency n=variable 
(%) 
HIV Negative 
mothers n=94 
(%) 
HIV positive 
mothers n=38 
(%) 
 Intended feeding practice 
n=132 
  
Exclusive Breast-feeding (EBF) 91 (68.94%) 70 (74.47%) 21 (55.26%) 
Formula feeding 19 (14.39%) 2 (2.13%) 17 (44.74%) 
Mixed feeding  21 (15.91%) 21 (22.34%) 0 (0.00%) 
Predominant breastfeeding with early 
introduction of water 
1 (0.76%) 1 (1.06%) 0 (0.00%) 
 Intended period of EBF  
n=91         
  
2 months* or less 3 (3.30%)   
Between 2 and 4 months 11 (12.09%)   
Between 4 and 6 months  5 (5.49%)   
6 months exactly 65 (71.43%)   
Unsure 7 (7.69%)   
 Intended period of 
continued breastfeeding 
n=113 
  
Less than 4 months 6 (5.31%)   
Between 4 and 6 months 17 (15.04%)   
Between 6 and 12 months 34 (30.10%)   
Longer than 12 months 27 (23.89%)   
For as long as my baby wants to 
Breastfeed 
26 (23.01%)   
Unsure 3 (2.65%)   
*2months = 8 weeks 
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When infant feeding choice was compared between the different age groups of the 
mothers, age of the mother did not have a statistical significance in choice of infant 
feeding method (p value 0.17), see Table 3.5. 
 
Table 3.5: Intended feeding practice per age group 
p value = 0.17 
 
3.4 GREATEST SOURCE OF INFLUENCE 
 
The healthcare provider had the most influence on infant feeding choices, with 77 
participants (58.33%) listing the health care provider as their most influential source in 
decision making. This was followed by a close relative (n=39, 29.54%) and the media 
(n=12; 9.09%). Two participants (1.52%) listed their peers as their most influential 
source, and another 2 (1.52%) mentioned that they relied on themselves to make the 
decision.   
 
 
 
18-22 years 
n=34 (%) 
23-27years 
n=39 (%) 
28-32 years 
n=33 (%) 
33-37 years 
n=17 (%) 
38-42 years 
n=9 (%) 
      
EBF 24 (70.59%) 24 (61.54%)  24 (72.73%) 12 (70.59%)  7 (77.78%) 
Formula feeding 2 (5.88%) 5 (12.82%) 6 (18.18%) 5 (29.41%) 1 (11.11%) 
Mix feeding  8 (23.53%) 9 (23.08%) 3 (9.09%) 0 (0.00%) 1 (11.11%) 
Predominantly 
breastfeeding with 
early introduction of 
water 
 
0 (0.00%) 
 
1 (2.56) 
 
0 (0.00%) 
 
0 (0.00%) 
 
0 (0.00%) 
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3.5. MATERNAL KNOWLEDGE 
  
Although majority (68.94%) of the participants selected EBF as their intended method of 
feeding, only 65 (49.24%) answered the question “what do you understand by the 
phrase ‘EBF’?” correctly. However, the population of participants in this study seemed 
knowledgeable in the benefits of breastfeeding – see Table 3.6.  
 
Table 3.6: Knowledge on benefits of breastfeeding  
 
 
 
 
Statement: n=132 Agree  Disagree  Not sure  
1. Formula milk is just as good for my baby as 
breast milk. 
 
20 (15.15%) 
 
93 (70.45%) 
 
19 (14.40%) 
2. Breast milk supplies sufficient nutrition for the 
growth and development of my baby during the 
first 6 months of life 
 
 
114 (86.36%) 
 
 
13 (9.85%) 
 
 
5 (3.79%) 
3. Breast milk can protect my baby against 
acquiring respiratory infections. 
 
113 (85.61%) 
 
7 (5.30%) 
 
12 (9.09%) 
4. Breast milk reduces the chances of my baby 
acquiring life threatening diarrhea. 
 
112 (84.85%) 
 
7 (5.30%) 
 
13 (9.85%) 
5. Breastfeeding provides protection against later 
development of childhood obesity. 
 
81 (61.36%) 
 
20 (15.15%) 
 
31 (23.48% 
6. Breastfeeding allows me to bond with my baby 121 (91.67%) 5 (3.79%)  6 (4.54%) 
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3.6. BREASTFEEDING COMFORT 
 
Amongst the participants who had previously given birth to a term baby (n=85), 71 
(83.53%) had previous breastfeeding experience - with 64 (75.29%) having had 
exclusively breastfed at least one of their other children for 6 weeks and 7 (8.24%) 
having previous mix feeding experience. Fourteen (16.47%) of these participants only 
had experience in formula feeding.  
 
A majority of the participants (n121; 91.66%) were comfortable with holding their babies 
when feeding. Of the 113 participants who had intended to breastfeed, 103 (78.03%) 
had no problems breastfeeding in the presence of close friends and family, but only 73 
(55.30%) would be comfortable breastfeeding in public (see Table 3.7). 
 
Table 3.7: Maternal breastfeeding comfort 
Maternal Breastfeeding 
Comfort questionnaire  
       
Statement   Agree     Disagree     Not sure   Not applicable 
I am comfortable with holding my 
baby during feeding n=132 (%) 
121 (91.66%) 6 (4.55%) 5 (3.79%)  
I am comfortable breastfeeding in 
the presence of close family and 
friends n=113 (%) 
103 (78.03%) 8 (6.06%)     2 (1.52%) 19 (14.39%) 
I am comfortable 
breastfeeding in public 
n=113 (%) 
73 
(55.30%) 
34 
(25.76%) 
6 (4.55%) 19 (14.39%) 
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3.7. Infant feeding practices at six weeks follow up 
 
Table 3.8 shows the infant feeding practices of participants at 6 weeks. A large majority 
of participants (n=86; 69.36%) were still exclusively breastfeeding their babies, and 
fewer mothers were mix feeding (19 out of 22 who had originally intended to mix feed). 
Patient factors that had a positive association with exclusive breastfeeding were 
employment status and parity (p value< 0.05). An HIV positive status in this population 
group was associated with a greater percentage of mothers who were formula feeding 
at 6 weeks (15/19 formula feeding mothers; p value<0.05). The age of the participant, 
level of education and antenatal education did not produce a significant difference in 
infant feeding choices of this group of women at 6 weeks. 
 
Table 3.8: Infant feeding practices at six week follow up 
 EBF Formula feeding Mix feeding 
Prevalence:    
n=124 (%) 86/124 (69.36%) 19/124 (15.21%) 19/124 (15.21%) 
HIV status (p value=0.001):    
HIV positive n=36 (%) 19/36 (52.78%) 15/36 (41.67%) 2/36 (5.56%) 
HIV negative n=88 (%) 67/88 (76.14%) 4/88 (4.55%) 17/88 (19.32%) 
Parity (p value=0.001)    
First time mothers n=45 24/45 (53.33%) 7/45 (15.56%) 14/45 (31.11%) 
Multiparous participants n=79 62/79 (78.48%) 12/79 (15.19%) 5/79 (6.43%) 
Age (p value=0.188)    
18-22 years n=32 20/32 (62.50%) 3/32 (9.38%) 9/32 (28.13%) 
23-27 years n=36 26/36 (72.22%) 4/36 (11.11%) 6/36 (16.67%) 
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Table 3.8:  cont……….. 
 
 EBF Formula feeding Mix feeding 
28-32 years n=31` 20/31 (64.52%) 7/31 (22.58%) 4/31 (12.90%) 
33-37 years n=16 12/16 (75.00%) 4/16 (25.00%) 0/16 (0.00%) 
38-42 years n=9 8/9 (88.89%) 1/9 (11.11%) 0/9 (0.00%) 
Level of Education (p 
value=0.861) 
   
No formal education n=1 1/1 (100%) 0/1 (0%) 0/1 (0%) 
Primary school level* n=12 8/12 (66.67%) 3/12 (25.00%) 1/12 (8.33%) 
High school education level** 
n=87 
60/87 (68.97%) 12/87 (13.79%) 15/87 (17.24%) 
Tertiary education level*** 
n=24 
17/24 (70.83%) 4/24 (16.67%) 3/24 (12.50%) 
Employment status (p 
value=0.009) 
   
Student#  n=7 3/7 (42.86%) 0/7 (0%) 4/7 (57.14%) 
Unemployed n=89 67/89 (75.28%) 14/89 (15.73%) 8/89 (8.99%) 
Employed n=28 16/28 (57.14%) 5/28 (17.86%) 7/28 (25.00%) 
Infant feeding education 
received at antenatal care (p 
value=0.233) 
   
Yes n=110 (%) 75/110 (68.18%) 19/110 (17.27%) 16/110 (14.55%) 
No$ n=14 (%) 11/14 (78.57%) 0/14 (0.00%) 3/14 (21.43%) 
*Grade 1-8 
** grade 9-12 
***Attending or has completed course/diploma/degree at college/university 
#includes high school scholar and tertiary student 
$ Un-booked mothers as well as mothers who were booked, but did not receive antenatal education of 
infant feeding practices  
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When infant feeding practices of the participants at six weeks were compared to the 
intended feeding practices immediately post-delivery, the intention to exclusively 
breastfeed was directly associated with exclusive breastfeeding practices at six weeks – 
p value <0.001 (see Table 3.9). A majority of the participants who were exclusively 
breastfeeding at 6 weeks (80.23%), had the intention to exclusive breastfeed 
immediately post-delivery. Likewise, 15 out of 19 mothers who were formula feeding 
their babies at six weeks, had the intention to do so at initial interview. Therefore, in this 
group of woman, intended feeding practices were predictive of feeding practices at 6 
weeks. 
 
Table 3.9: Descriptive variables by feeding pattern at 6 weeks 
 
Variable EBF Formula 
feeding  
Mix feeding P value 
Intended feeding practice:          n=86         n=19        n=19 <0.0001 
EBF 69/86 (80.23%) 4/19 (21.05%) 12/19 (63.16%)  
Formula feeding 3/86 (3.49%) 15/19 (78.95%) 0/19 (0.00%)  
Mix feeding  13/86 (15.12%) 0/19 (0.00%) 7/19 (36.84%)  
Predominantly breastfeed 1/86 (1.16%) 0/19 (0.00%) 0/19 (0.00%)  
Intended length of EBF (n-
85) 
   1.00 
2 months or less      2/85 (2.35%) 0/85 (0.00%) 0/85 (0.00%)  
Between 2 and 4 months 8/85 (9.41%) 0/85 (0.00%) 3/85 (3.53%)  
Between 4 and 6 months 4/85 (4.71%) 0/85 (0.00%) 1/85 (1.18%)  
6 months exactly 48/85 (56.47%) 3/85 (3.53%) 8/85 (9.41%)  
Unsure 7/85 (8.24%) 1/85 (1.18%) 0/85 (0.00%)  
What is meant by the 
phrase “EBF”?  
   0.854 
Giving the baby breast 
only. (n=61) 
43/61 (70.49%) 10/61 (16.39%) 8/61 (13.11%)  
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Other positive predictors of exclusive breastfeeding in this population group included the 
knowledge that breast milk provided sufficient nutrition for the baby until 6 months of life 
(p value = 0.05); as well as maternal comfort to breastfeed in the presence of a family 
member (p value = 0.015). The knowledge of other benefits of breastfeeding did not 
provide significant results as an association with breastfeeding. Amongst the 
multiparous participants, previous breastfeeding experience also did not positively 
correlate with breastfeeding at 6 weeks. 
 
A total of 19 participants (15.32%) had introduced supplementary foods, in addition to 
breast milk, by 6 weeks (see Table 3.10). The most common supplementary food 
source introduced was formula (n=13; 68.42%), followed by baby cereal (n=3; 15.79%) 
and maize meal (n=3; 15.79%). The most common reason given for introducing 
supplementary food was that baby was not getting satisfied with only breast milk 
(63.16%)). All these women interpreted baby’s cry for hunger. Seven out of the nineteen 
participants (36.84%) had to return to work or school, and thus found it difficult to 
continue exclusively breastfeeding. The most common period of introduction of 
supplementary food in this sample group of mothers was 2-4 weeks (10/19; 52.63%). 
Two out of nineteen participants (10.53%) had introduced supplementary food at 1-2 
weeks of life, and 7 (36.84%) introduced supplementary foods after 4 weeks of life.  
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Table 3.10: Supplementary Feeding 
 Frequency 
(n=19) 
Percentage (%) 
Supplementary food choice:   
Formula milk 13 68.42% 
Infant cereal 3 15.79% 
Maize meal  3 15.79% 
Reason for introduction of supplementary food:   
My baby is not getting satisfied with my milk 12 63.16% 
I had to return to school/work/job hunting 7 36.84% 
Timing of supplementary food introduction:   
Between 1-2 weeks 2 10.53% 
Between 2-4 weeks 10 52.63% 
Between 4-6 weeks 7 36.84% 
 
Participants who opted to formula feeding provided a variety of reason. A total of 5 
participants who had initiated breastfeeding at first interview had stopped breastfeeding 
altogether. Two of the five women had stopped under advisement of a health care 
provider after their babies fell ill – stating that “my milk made my baby sick”. Both these 
women were HIV positive. One mother stopped breastfeeding because she “lost interest 
in breastfeeding because it was hard”. Another mother interpreted her baby’s cry as 
dislike for the taste of her breast milk, and decided to stop; and another mother said she 
stopped because her breast milk production had stopped. Participants who were HIV 
positive and formula feeding were doing so because of fear of transmitting the HIV to 
their baby through breast milk, regardless of whether or not they were on antiretroviral 
  
43 | P a g e  
 
therapy. One mother had a Bipolar Mood Disorder, and opted to formula feed for fear of 
transmitting her bipolar genes through breast milk to baby. 
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CHAPTER FOUR: 
DISCUSSION 
 
 
 
 
 
 
 
 
 
 
 
4.1 BREASTFEEDING PRACTICES 
 
In this study, the prevalence of breastfeeding was relatively high. The breastfeeding 
initiation rate of 85.61% was slightly higher than the last recorded national rate (82% in 
2003)10, but lower than that of other studies done in Pretoria (88.1%) and in Venda 
(100%)29, 30.  This rate, although impressive, still needs improvement. Current evidence 
indicates that skin-to-skin contact between mother and baby soon after birth 
encourages early initiation of breastfeeding; and this is a positive predictor for prolonged 
breastfeeding. Therefore, early initiation of breastfeeding is important for the health of 
the infant, as well as successful establishment and maintenance of breastfeeding. This 
is incorporated in the criteria for the Baby Friendly Hospital Initiative (BFHI) introduced 
by the WHO and adopted in all provincial hospitals that care for mother and child in 
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SA17. Because this study did no dwell on actual education practices of the hospital staff, 
it is difficult to speculate on whether this was practiced. 
 
 A total 84.68% participants in this study reported that they were still breastfeeding at six 
weeks, and 69.36% of them were exclusively breastfeeding. This rate is higher than 
those reported nationally as well as in other smaller regional studies in the country. This 
may be an overestimation, since infant feeding practices at six weeks were determined 
by telephonic interview, and there was no way of verifying information given. In addition, 
infant feeding education was provided by the researcher post initial interview, with 
emphasis on recommended breastfeeding practices, in the form of an interactive Q&A 
session, and breastfeeding supportive measures. Participants may have withheld 
information on other feeding practices and gave answers according to what they 
thought the researcher may have wanted to hear, reflecting social desirability bias.   
 
In this study population, patient factors that were associated with breastfeeding at 6 
weeks were multi-parity, unemployment, HIV negative status, and prior intention to EBF. 
The prior intention to breastfeed was the most important indicator of breastfeeding at 6 
weeks – with a p value <0.0001. This was consistent with findings in many other 
studies26, 45, 55, 56. The participants in this study were very knowledgeable in the benefits 
of breastfeeding. This knowledge may have informed their intent to breastfeed, and 
hence, the high rate of breastfeeding at 6 weeks in this population group. The 
knowledge that breast milk supplied sufficient nutrition for baby in the first 6 months of 
life was the single most positive predictor of breastfeeding in the knowledge 
questionnaire. This may be because if a mother perceives her breast milk as enough, 
she will be more motivated to offer her baby only breast milk.  
 
The maternal comfort with breastfeeding in the presence of others, another factor that 
was positively linked with maternal intent to breastfeed in other studies56, was also 
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examined in this study. Even though the majority of the participants were comfortable 
with the way in which they held their babies during feeding, only mothers that were 
comfortable with breastfeeding in the presence of family members were likely to be 
breastfeeding at 6 weeks - p value = 0.015. This is evidence that women who receive 
positive support from family members are more likely to breastfeed, and thus make 
better infant feeding choices. Furthermore, fewer participants (55%) were comfortable 
with breastfeeding in public. This may be a reflection of a societal culture that frowns 
upon women breastfeeding in public spaces; and this has been shown to have a 
negative impact on continued breastfeeding46, 47. Changing such public perceptions and 
attitudes about breastfeeding could succeed in encouraging appropriate maternal 
breastfeeding practices. Therefore, it would be important to direct strategies on 
promotion, protection and support of breastfeeding towards educating family members 
and communities at large on the need to exclusively breastfeed for up to 6 months.  
 
A total of 5 mothers had stopped breastfeeding at six weeks. The reasons provided by 
these mothers reveal a gap in breastfeeding education, particularly those mothers who 
had stopped breastfeeding under advice given by medical practitioners. This was 
consistent with findings from studies done by Shah et al as well as Mbwana et al, which 
indicated that breastfeeding knowledge amongst health care workers was inadequate 
and insufficient, despite the fact that health care facilities have adopted the baby friendly 
hospital initiative45, 52. This is a major obstacle in promoting recommended 
breastfeeding practices. Therefore, training on breastfeeding based on the WHO 
recommendations should be incorporated into nursing and medical school curricula. 
These measures would support and fulfill step two of the ten steps of Successful 
Breastfeeding Initiative.  
 
All mothers who had never breastfed or who had discontinued breastfeeding (n=19; 
15.21%) were giving formula milk as a replacement feed. The majority of the mothers 
were HIV positive (n15; 78.95%). Despite the correct choice of replacement food, there 
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are realistic concerns about the ability of mothers to consistently exclusively formula 
feed, particularly amongst the unemployed mothers.  
 
Most participants received group counseling only (69.56%), and this does not provide 
an opportunity for individual assessment of affordability, feasibility, accessibility, 
sustainability and safety of continued exclusive replacement feeding - particularly HIV 
infected mothers who do not have the option to breastfeed when formula is no longer 
available. It is therefore assumed that participants in this study were not assessed 
appropriately according to the AFASS criteria during infant feeding education at 
antenatal clinics. 
 
Nineteen participants (15.29%) had introduced some form of supplementary foods to 
their infants at 6 weeks. This early introduction of semi-solid foods is consistent with 
findings in a population study on infant feeding practices among caregivers in the 
Moretele district30. Participants in that study started giving semi-solid food to their 
babies between 2 and 3 months. The negative effects of early introduction of solids is 
an important concern for health of the infants. Similar to other studies, the most 
common reason for the introduction of supplementary food was the perception that the 
baby was not satisfied with the breast milk provided, and all these mothers interpreted 
the baby’s cry as a signal of continued hunger36, 45. Future interventions should target 
exclusivity, beginning at antenatal care.  
 
4.2 GREATEST INFLUENTIAL SOURCE OF INFORMATION 
 
More than half (58.33%) of the participants selected the health care provider as the 
person that helped the most in making a decision on their infant feeding practice. A 
large majority (96.5%) of the participants in this study had attended antenatal clinic, but 
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not all recall receiving infant feeding education (9.45%). Even though receiving 
antenatal infant feeding education did not seem to make a significant difference in the 
exclusive breastfeeding rate for this sample of women, this is a disturbing finding since 
this represents a missed opportunity for early education on infant feeding practices in 
those women who did not receive any. Only 75 out of 110 (68.18%) mothers who 
received antenatal education on infant feeding practices  were exclusively breastfeeding 
at 6 weeks; and 11 out of 14 (78.57%) of mothers who did not receive any form of infant 
feeding education from a health care provider before delivery were breastfeeding 
exclusively at 6 weeks. This correlates with findings in the study by Humphreys et al in 
1995. In that study, hearing about the benefits of breastfeeding from healthcare 
professionals in general was not related to mother’s breastfeeding intention53. In the 
group of women in that study, the attitudes and beliefs of people in women’s social 
networks, rather than healthcare professionals, appeared to be particularly influential in 
the infant feeding decision. This, however, does not negate the role of the healthcare 
provider. In this study, 16.67% of participants who had intended to formula feed and 
65% of those that had initially intended to mix feed, changed their minds after further 
education and support provided a healthcare worker in the postnatal ward. These 
participants were all exclusively breastfeeding at 6 weeks. 
 
A significant proportion of the participants (29.54%) selected a close relative as their 
most influential information source of infant feeding information. These findings indicate 
the need for innovative strategies to incorporate influential non-health professional role 
players in breastfeeding education, both formally and informally, using them and training 
them as breastfeeding advocates to maximize on their persuasive power in affecting 
women’s infant feeding choices. Strategies can include encouraging mothers to attend 
antenatal classes with a supportive family/community member/friend/partner, offering 
community based education about the benefits of breastfeeding and breastfeeding 
recommendations at community centers, using the local radio and television 
announcements to advertise breastfeeding benefits, and creating breastfeeding centers 
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where mothers can access lactation consultants whenever they face an obstacle for 
added advice and encouragement.   
 
4.3 INFANT FEEDING AND HIV 
 
Breastfeeding initiation in this group of women was not influenced by maternal HIV 
infection, with proportionately more HIV negative mothers (97.87%) having initiated 
breastfeeding at first interview than HIV infected mothers (55%). In addition, at six 
weeks, more (76.14%) HIV negative mothers were exclusively breastfeeding, compared 
to only 52.78% HIV infected mothers. Despite provision of lifelong ART to every 
pregnant and lactating woman, majority of the mothers who did not breastfeed 
expressed fear of mother to child transmission of the HIV during breastfeeding, pushing 
proportionately more HIV positive mothers to opt for formula feeding (n=15; 41.67%). 
There is a misconception that formula feeding is a better infant feeding method for 
babies of HIV infected mothers, without any consideration of the AFASS criteria. In 
order to solve this problem, all pregnant women, particularly HIV infected women, 
should receive appropriate personalized breastfeeding education and counseling during 
the antenatal period, so they can make more informed infant feeding choices. 
 
Another fact of concern is that 2 HIV positive mothers (5.56%) had introduced maize 
meal to their babies while breastfeeding, because their babies were not getting satisfied 
with just their breast milk. Both these women were booked and had received education 
on infant feeding practices at antenatal care. This may be a reflection of poor 
communication between health care providers and patients regarding the Prevention of 
mother to Child Transmission guidelines and the role of ART. These mothers could 
have benefitted from ongoing postnatal support, as suggested by Doherty et al23. 
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4.4 A DESCRIPTION OF THE STUDY POPULATION 
 
This population group is made up of women in the age group range 18-42 years. 
Because this study excluded mothers under the age of 18 years, we cannot make 
inferences pertaining to this group. Most of the mothers in this population group self-
classified themselves as black. This is due to the fact that Soweto residents are of a 
predominantly black race.  
 
Ninety four (71.21%) of the mothers attained some level of high school education. This 
is comparable to the general female population in the country, with an estimated 72.7% 
having some secondary level of education between the year 2005 and 201260.  
 
4.5 CONCLUSION 
 
In this study, the proportion of women who initiated breastfeeding and that of women 
who continued to EBF at 6 weeks are higher than previously reported by other studies 
in South Africa. In addition, these women seem aware of the positive impact of 
breastfeeding on child-health. However, the fact that only 49.24% of the women 
understood the meaning of “Exclusive breastfeeding”, is an important aspect to 
consider. This suggests the need for more emphasis during infant feeding education, on 
exclusive breastfeeding.  Continued individualized counseling on and support of 
recommended breastfeeding practices during the antenatal and postnatal periods can 
assist in positively influencing appropriate infant feeding choices. It is a 
recommendation that such counseling and education measures should also involve 
immediate family support structures and the community.  
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Furthermore, accurate counseling and support by health care providers can improve the 
knowledge and confidence of mothers, and therefore increase the rates of EBF. Thus, 
national strategies to encourage better infant feeding practices made by mothers should 
be aimed at ongoing healthcare provider education and training on knowledge of 
exclusive breastfeeding benefits and skills to promote exclusive breastfeeding.  
 
4.6 STUDY LIMITATIONS 
 
Due to the stipulated exclusion criteria, this study did not take into consideration the 
impact of severe fetal and maternal morbidity on infant feeding practices. Also, because 
of our age cut off of 18 years, are not able to make any inferences on infant feeding 
practices of adolescent mothers. Milk expression was not discussed in this study, and 
this may have made a difference in infant feeding practices described. 
 
4.7 STRENGTH OF STUDY 
 
All data was collected and captured by a single researcher, which maintained quality of 
data. Also, there was a small loss to follow up. 
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 Appendix A: First Interview         
 
Section A: Patient Demographics 
1. Age 
  
2. Ethnicity 
Black  
White  
Colored  
Indian or Asian  
3. Preferred language 
………………………………………………………….. 
4. Social Habits during pregnancy 
Alcohol use  
Cigarette 
smoke 
 
Illicit drug use  
Study 
Number: 
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Not Applicable  
5. What is the highest grade at school that you have passed?   
………………………………………………………………………………………………………
…………………………………… 
 6. What is the highest level of education that you have achieved? 
………………………………………………………………………………………………………
………………………………………………………………………………………………………
……………………………………………………………………………… 
7. Employment status: 
Employed full-time  
Employed part-
time 
 
Unemployed  
Just left work  
Student  
8. When do you intend to return to work / school? 
Within 1 month (4 
weeks) 
 
After 2 months (8 
weeks) 
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After 4 months   
Not applicable. Specify. 
………………………………………………………………………………………………………
…………………………………….... 
9. Accommodation type 
Shack  
Hostel  
Formal  
 
Section B: Antenatal factors (most information obtained from antenatal card) 
 
1. Antenatal clinic attended 
Yes  
No 
 
2. Type of antenatal care received 
MOU / Level1  
Secondary/Tertiary Health care 
Centre 
 
Mixed MOU and Secondary/ 
Tertiary 
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Care Centre 
Private GP  
Private obstetrician  
3. Gravidity 
…………………………………………………………………… 
4. Parity 
…………………………………………………………………….. 
5. Pregnancy losses 
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………. 
6. Number of antenatal clinic visits 
……………………………………………………………………………. 
7. Any chronic illness during this pregnancy? Includes Hypertension, Epilepsy, 
Diabetes, asthma, HIV, thyroid disease, other. Specify.  
.……………………………………………………………………………………………………
………………………………………………………………………………………………………
……………………………………………………………………………….. 
8. Were you given any information on BF at your antenatal care visits?  
……………. 
If yes, how were you given this information?  Choose from options below. 
Individual/one on one counselling 
received? 
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Group counselling received?  
Pamphlets received?  
Other? Specify.  
 
Section C: Delivery 
 
1. When did you deliver your baby? 
………… day/s ago 
2. How was your baby born? 
Vaginal Delivery  
Caesarean Section  
3. What were the circumstances surrounding the delivery of your baby? 
Elective (includes induction of labor)  
Emergency (includes spontaneous 
labor) 
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Section D: Intended Infant Feeding Practice 
 
1. How do you intend on feeding your baby for now? 
Only giving breast milk on demand, and nothing else (including 
water) 
 
Only formula milk  
Mixed Feeding, giving both breast milk and formula milk  
Other  
Specify other 
………………………………………………………………………………………………………
……………………………………… 
2. How long do you intend only breastfeeding on demand? Only applies if option chosen 
in above question. 
2 months (8 weeks) or less  
Longer than 2 months, but under 4 
months 
 
Longer than 4 months, but less than 6 
month 
 
6 months exactly  
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Not applicable  
3. How long do you intend on continuing to breast feed your baby? Applies only if you 
are planning to breastfeed your baby. 
Less than 4 months  
Between 4 – 6 months  
Between 6 -12 months  
Longer than 12 months  
For as long as my baby wants to be 
breastfed 
 
Other. Specify.  
 
Section E: Maternal Knowledge about Benefits of Breastfeeding 
 
1. What do you understand by the phrase “Exclusive breast feeding”? 
………………………………………………………………………………………………………
………………………………………………………………………………………………………
…………………………………………………………………………….. 
2. Formula Milk is as good for my baby as breast milk. 
Agree  
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Disagree  
Not sure  
3. Breast milk supplies sufficient nutrition for the growth and development of my baby 
during the first 6 months of life. 
Agree  
Disagree  
Not sure  
4. Breast milk can protect my baby from acquiring respiratory infections. 
Agree  
Disagree  
Not sure  
5. Breast milk reduces the chances of my baby acquiring life threatening diarrhea. 
Agree  
Disagree  
Not sure  
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6. Breastfeeding provides protection against later development of childhood obesity. 
Agree  
Disagree  
Not Sure  
7. Breastfeeding my baby allows me to bond with my baby. 
Agree  
Disagree  
Not sure  
8. I believe that my current chronic medication will affect my baby. 
 
Agree 
 
Disagree  
Not sure  
Not 
applicable 
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9. I believe my current chronic illness will be transferred to my baby if I breastfeed. 
Agree  
Disagree  
Not sure  
Not 
applicable 
 
 
Section F: Maternal Comfort with Breastfeeding 
 
1. How were your other children fed? 
All Exclusively Breastfed for 6 weeks or less  
All Exclusively Breastfed for 6 – 12 weeks  
All Exclusively Breastfed longer than 12 
weeks, but shorter than 6 months 
 
All Formula Feeding  
All Mixed feeding  
Not applicable  
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Other  
Specify other: 
………………………………………………………………………………………………………
………………………………………. 
………………………………………………………………………………………………………
……………………………………… 
2. I am able to comfortably hold my baby while feeding. 
Agree  
Disagree  
Not sure  
3. I am comfortable with breastfeeding in the presence of close friends and relatives. 
Agree  
Disagree  
Not sure  
Not 
applicable 
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4. I am comfortable with breastfeeding in public. 
Agree  
Disagree  
Not sure  
Not 
applicable 
 
 
Section G: Source of Information  
 
1. Who is your major source of influence regarding your decision on infant feeding 
practice? 
Health Care Provider  
Close Relative – includes parent, grandparent, 
guardian, sibling, spouse 
 
Media – includes magazines, newspapers, information 
pamphlets, television, radio 
 
Peers – includes friends, colleagues, fellow students  
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2. The information provided to me regarding infant feeding practices during my 
antenatal care was: 
Clear/understandable     
Sufficient/ enough Yes  no  
Not applicable  
3. If selected “no” to any of the options in the above question, how would u suggest the 
messages regarding infant feeding practices be communicated better? 
………………………………………………………………………………………………………
………………………………………………………………………………………………………
……………………………………………………………………………… 
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 Appendix B: Follow up telephonic interview 
 
1. Are you still BF? 
Yes  
No  
2. If no, when did you stop BF? 
Less than 1 week post delivery  
Between 1 -2 weeks post delivery  
Between 2-4 weeks post delivery  
Between 4-6 weeks post delivery  
Not applicable  
3. Are you giving your baby any other form of feeds, besides breast milk? 
………………………………………………………………………………………………………
…… 
4. If yes, what are you giving? 
………………………………………………………………………………………………………
………………………………………………………………………………………………………
………………………………………………………………………………. 
 
 
Study 
number: 
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5. When did you start introducing other food stuff to your baby’s diet? 
Less than 1 week post delivery  
Between 1-2 weeks post delivery  
Between 2-4 weeks post delivery  
Between 4 -6 weeks post delivery  
Not applicable  
6. Why did you start giving your baby other food stuff? 
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………….. 
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Appendix C: Patient Information Sheet 
  
Good day. 
 
My name is Dr. Y.P. Kennedy. I am conducting a research titled “An assessment of 
infant feeding knowledge, attitude and intended practice of women delivering at Chris 
Hani Baragwanath Academic Hospital”. I would like to invite you to be part of this study 
because you have just had your baby and by now have decided on how you will be 
feeding your baby. Before you decide to be in the study, you can discuss it with anyone 
that you are comfortable with or you can ask me any questions that you have on the 
study now or later. 
 
Purpose of the study 
My purpose is to understand how mothers decide on what they will feed their babies 
and why they decide on either bottle feeding with formula milk or breastfeeding. This 
research project is performed as a requirement toward my MMed degree in the 
department of Obstetrics and Gynecology. 
 
How this study will be conducted 
I will use a questionnaire to ask you some questions about yourself, your antenatal 
care, the delivery and how you intend to feed your baby. I will also like your permission 
to look at your medical records to see what clinic you have attended, what was done at 
your antenatal visits, and obtain any medical information I might need.  
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I would also like to ask your permission to phone you about how the feeding is going in 
about 6 weeks. 
 
Voluntary participation 
Your decision to be part of this study is entirely voluntary. Whether you participate or not 
will not interfere with your treatment in the hospital. You can also decide at any time that 
you do not want to answer any more questions; and you can withdraw from this study 
anytime you feel like. 
 
Risks and benefits of participating in the study 
There are no risks, or benefits to being in the study. You will also not be paid for your 
participation in the study. 
 
Confidentiality  
The information collected in this study will be confidential. I will not write any information 
with which you might be identified. No personal information will be shared or included in 
the final report of the study. 
Who to contact with any questions you might have with regards to the study 
You can ask me any questions that you have now; or call me on 082 730 5730 with any 
question you might have regarding the study at a later stage. If you have any questions 
about the ethics of this study, you may contact Prof. Cleaton Jones on 011 726 1234. 
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This study has been undertaken with the permission of the CEO of Chris Hani 
Baragwanath Hospital, the HOD of the Department of Obstetrics and Gynecology and 
the Human Research and Ethics Committee (HREC) of the University of Witwatersrand. 
 
For any further information and clarity regarding the ethical nature of this study, you are 
welcome to contact the HREC as follows: 
  HREC (Medical) Chairperson: Prof. P Cleaton-Jones, Tell 011 7172302 
        Email – peter.cleaton-jones@wits.ac.za 
  Secretariat: -    Ms. Z Ndlovu, Tell 011 717 2302 
                 Email – Zanele.ndlovu@wits.ac.za 
- Ms. A Keshav, Tell 011 717 2700 
       Email – anisa.keshav@wits.ac.za  
 
DR. Y.P. Kennedy, Obs & Gynae Registrar 
 
 
 
 
 
 
 
  
80 | P a g e  
 
Appendix D: Patient Consent 
  
I, ………………………………………………………………………………………., have had 
the terms of this research project explained to me, and fully understand them. I hereby 
consent to being a voluntary participant in the study.  
 
Signature of Participant …………………………………………….. 
Signature of Researcher ……………………………………………… 
 
I agree to be called phoned by Dr. Kennedy in 6 weeks to answer a few questions on 
my chosen method of feeding. Dr. Kennedy may phone me during the following times:                    
…………………………………………………………………………….. 
 
Signature of Participant ……………………………………………………. 
Signature of Researcher ………………………………………………….. 
 
        Date:……………………………… 
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